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Background: Research has found considerable variation in how far individuals with a diagnosis of mental illness experience discrimination.
Aims: This study tested four hypotheses: (i) a diagnosis of schizophrenia will be associated with more discrimination than depression, anxiety or bipolar disorder; (ii) people with a history of involuntary treatment will report more discrimination than people without; (iii) higher levels of avoidance behaviour due to anticipated discrimination will be associated with higher levels of discrimination; and (iv) longer time in contact with services will be associated with higher levels of discrimination. 
Method: 3,579 people using mental health services in England took part in a structured telephone interview about discrimination experiences. 
Results: A multiple regression model found that study year, age, employment status, length of time in mental health services, disagreeing with the diagnosis, anticipating discrimination in personal relationships and feeling the need to conceal a diagnosis from others were significantly associated with higher levels of experienced discrimination. 




Despite the considerable literature on stigma in relation to mental illness, the effects and levels of discrimination against people with a mental health diagnosis have only started to receive significant attention in the last 15-20 years (Link et al., 1997; Markowitz, 1998; Wahl, 1999; Thornicroft et al., 2009). This research has found considerable variation in the extent to which individuals with a diagnosis of mental illness experience discrimination (Corker et al., 2013). A small number of studies have attempted to explore factors associated with experiences of discrimination to better understand this variation and to inform efforts to reduce it (Davidson et al., 2008). The associations found have been inconsistent. This may be partly explained by the different ways in which discrimination has been defined and measured, ranging from specific instances of discrimination, for example in relation to insurance claims, to feelings of rejection or being treated differently. The samples included in these studies also vary, with some focusing on one specific diagnosis, e.g. schizophrenia (Thornicroft et al., 2009; Cechnicki et al., 2011) or depression (Lasalvia et al., 2012), and others considering a range of mood and anxiety disorders (Alonso et al., 2009).
In terms of variables associated with the experience of discrimination, no consistent association has been found between gender and discrimination (Kessler et al., 1999; Thornicroft et al., 2009). Lower education levels have been associated with higher levels of rejection (Cechnicki et al., 2011) and perceived stigma (Alonso et al., 2009). Structural discrimination - disadvantage occurring through institutional practices - and perceived stigma were more common among people who were unemployed (Alonso et al. 2009; Cechnicki et al. 2011). Among people with a common mental disorder (mood disorders, anxiety disorders and alcohol abuse), perceived discrimination has been reported more frequently among those who were currently married compared to those who were unmarried, separated or divorced (Alonso et al. 2009). Corrigan et al. (2003) have highlighted the potential for dual discrimination where people with a mental illness also belong to another out-group, including for reasons of ethnicity and sexual orientation.
Clinical factors associated with higher levels of reported discrimination include longer time since diagnosis and previous experience of involuntary treatment (Thornicroft et al., 2009; Cechnicki et al., 2011). Severity of psychiatric symptoms have been associated with higher levels of rejection from family and friends (Cechnicki et al., 2011), and higher levels of internalised stigma (Yen et al., 2005; Livingston & Boyd, 2010). The effect of specific psychiatric diagnosis has been less researched. Studies examining public attitudes suggest that people have more negative attitudes towards people with schizophrenia compared to depression (Mann & Himelein, 2004), and there is some evidence for this from two international surveys of people with each of these two diagnoses (Thornicroft et al., 2009; Lasalvia et al., 2012). One recent study shows that people experiencing a first episode of depression report discrimination in more areas of their lives than people with first episode schizophrenia (Corker, et al., 2014), while another study found no association between diagnosis and experiences of discrimination (Farrelly, et al., 2014).
Studies exploring the relationship between people’s avoidance responses to anticipated discrimination – situations avoided by where people with mental health problems avoid situations due to fear of expected futureanticipation of discrimination – and actual, experienced discrimination have shown mixed findings. While such responses to anticipated discrimination and experienced discrimination have been found to be positively correlated (Thornicroft et al., 2009), Ucok et al. (2012) found that those who avoided situations due to anticipated discrimination in relation to employment were less likely to experience discrimination, possibly because they never did not exposed themselves to these situations in which discrimination could occur. Webber et al. found that experiences of discrimination were negatively correlated with access to social resources, suggesting that ‘people with severe mental illness reduced their social contact when they experienced discrimination, which reduced their access to social capital’ (Webber et al., 2013). Less work has focused on the impact of the psychiatric system on levels of discrimination but medical practitioners are a key target audience for anti-stigma programmes (Friedrichet al 2013; Modgill et al., 2014; Yamaguchi et al., 2015); attitude studies have shown higher levels of stigma and discrimination within mental health staff teams as compared to general public (Jorm et al., 1999).
In this paper we test four hypotheses drawn from the existing literature:
1.	A diagnosis of schizophrenia will be associated with higher reported discrimination compared with diagnoses of depression, anxiety, bipolar disorder or personality disorder;
2.	A history of previous involuntary treatment will be associated with higher reported discrimination compared with those without a history of involuntary treatment;
3.	Levels of avoidance response to anticipated discrimination will be positively correlated with levels of reported discrimination;
4.	Length of time in contact with services will be positively correlated with levels of reported discrimination.
We used data collected for the Viewpoint survey as part of the evaluation of Time to Change, an England-wide programme aimed at reducing mental health stigma and discrimination (Henderson & Thornicroft, 2009; Henderson et al, 2012). Data from four years of this survey, covering phase 1 of the Time to Change programme, were included (Henderson et al., 2014). The advantages of this dataset as compared to those on which previous work has been based are: the inclusion of mental health service users with a variety of diagnoses; the use of a validated measure of discrimination (Brohan et al., 2013); and the large sample size.
Methods
A cross-sectional telephone interview survey was conducted annually between 2008 and 2011 with separate samples of users of specialist mental health services. Full details of the method are reported in Corker et al. (2013). The sample was recruited through National Health Service (NHS) Mental Health trusts (service provider organisations). Patients were eligible to take part if they were aged 18-65, living in the community (i.e. not currently in prison or hospital), had a diagnosis of a mental illness (not dementia) and had contact with the mental health trust in the last six months. Our target for each year was 1,000 participants.
Each year, five NHS mental health trusts across different regions of England were selected to take part, using an index of social deprivation to ensure a spread of local population profiles.
Participants
Within each participating mental health trust, staff in information technology or patient records departments used the computerized records database to select a random sample of persons receiving care for ongoing mental health problems. The sample size in 2008 was 2,000 per trust based on a predicted response rate of 25%, which had been previously achieved for membership surveys conducted by Rethink Mental Illness. Because the target sample was not achieved in 2008, the sample size in 2009 was 4,000 per trust. Records of individuals in the selected samples were checked by clinical care teams to confirm eligibility and to remove from the sample those who were judged at risk of distress from receiving an invitation to participate.
Invitation packs were posted to eligible participants containing information about the study and a consent form. A reminder letter was posted to non-responders after approximately two weeks. Participants posted signed consent forms, including contact details, to the research team. In 2011 a £10 voucher was offered to participants to increase participation rates.
Data collection
The Discrimination and Stigma Scale (DISC) (Brohan et al., 2013) was used to measure service users’ reports of experienced discrimination, avoidance response to anticipated discrimination, social distancing, and positive discrimination. Briefly, the scale is interviewer administered and contains 22 items related to negative experiences of mental health–related discrimination in different life areas and three (in 2008) or four (in 2009-11) items related to anticipated discrimination. All responses are given on a 4-point scale, from 0, not at all, to 3, a lot. A “not applicable” option is used for items about situations that were not relevant to the participant in the previous 12 months (for example, items about having children or seeking employment) or to situations in which others could not have known that the respondent had a diagnosis. Discrimination scores were calculated as the number of items in which discrimination was experienced divided by the number of items recorded as applicable and multiplied by 100 to provide a percentage score. Socio-demographic characteristics and clinical history were also recorded.
Telephone interviewers were trained and supervised by members of the research team. The majority of these have personal experience of using mental health services (Hamilton et al., 2011). Members of the interviewing team also had a part in design and development of the DISC as well as the recruitment materials sent to potential participants. Allocation of participants to interviewers was based on interviewer availability. Once an interviewer made contact with a participant, up to three attempts were made to schedule an interview. Consent was confirmed by the interviewer before the interview began.
Analysis
Analysis was conducted using Stata version 11.2. 
Discrimination scores were not treated as valid if participants declined to answer more than half of the discrimination questions. Fisher’s exact test was used for categorical data and Wilcoxon rank sum test for continuous data, to compare characteristics of participants with missing and non-missing outcome data. PWe performinged univariateble tests of variables on whether or not the outcome variable was missing and by testing to assess whether participants with missing data on predictor variables had statistically different outcome scores. A only found a significant difference was only found for year of participation (χ2=15.168, p<.001).
Levels of avoidance response to anticipated discrimination were ascertained using three questions in 2008, after which one item was split into two, creating four anticipated discrimination questions used in 2009-11. Only the two items which were directly comparable across the years were included in the regression model. 
Univariate analyses were conducted on all demographics and individual avoidance response to anticipated discrimination items. 
The multiple regression model was built in a stepwise procedure retaining candidate variables if they contributed information with a statistical significance threshold of p<0.2. Overall model fit was assessed using the Akaike Information Criterion (AIC), and variations of the model were tested to see if lower AIC could be achieved by removing or inserting variables. This was done using the nestreg procedure in STATA. A likelihood-ratio test on nested models was also produced to quantify the evidence of model fit between nested models. Due to the skewed distribution of DISC data we used bootstrapping to estimate standard errors and confidence intervals for the reported model. Quadratic effects of continuous variables were tested and the global significance of categorical variables was assessed using Wald tests from the bootstrapped model results.
Results
In total, 3,579 eligible participants were interviewed over the four years. Of these, 12 were excluded in univariate and regression analyses because they lacked a valid discrimination score. 
Response rates in 2008, 2009, 2010 and 2011 were 6%, 7%, 8% and 11% respectively. Sample characteristics are shown in Table 1. In all years, women and White British participants were overrepresented in our sample compared with data provided by the NHS Information Centre (NHS Information Centre, 2011). As a result, analysis was conducted on a weighted and non-weighted sample and no significant difference was found. Results below therefore show analyses conducted on the non-weighted sample.
Frequencies for the two avoidance response to anticipated discrimination items included in the analyses are shown in Table 2. Results of univariate analyses are shown in Table 3. 
(Tables 2 & 3 about here)
Study year was found to be significantly associated with DISC score. Women reported significantly more discrimination compared to men. Age was negatively correlated with DISC score with older people reporting lower levels of discrimination. People in employment or who had retired reported significantly lower levels of discrimination compared to people who were unemployed or currently studying or volunteering. People with a diagnosis of personality disorder and people with previous involuntary treatment reported higher levels of discrimination. 
Disagreeing with the primary diagnosis and finding the diagnosis to be a disadvantage and the avoidance due to anticipated discrimination items were significantly associated with higher levels of discrimination. 
The stepwise selection model retained all candidate predictors. Post-hoc comparisons of model fit on removal of variables suggested that the full model had the lowest AIC, with the exception of Study Region. Inclusion of study region increased the AIC marginally from 23687.69 to 23690.49, and probability of a larger Log-Likelihood was marginally insignificant (p=0.130) but it was decided that study region should remain in the model as a design factor because the survey was conducted in different regions each year. All other variables significantly contributed to model fit as assessed by the likelihood-ratio test. See Table 4 for the full model with bootstrapped standard errors.
The overall model is statistically significant and accounts for 20.93% of the variance. In this model, study year, age, employment status, length of time in mental health services, disagreeing with the diagnosis, anticipating discrimination in personal relationships and feeling the need to conceal a diagnosis from others remain significant following Bonferroni adjustment for multiple testing at p<0.003. However, some factors explained only a very small part of the variance, suggesting that their impact may be relatively slight compared to other factors.
Discussion
Drawing upon published literature, we hypothesised that four variables would be associated with higher levels of reported discrimination. 
Hypothesis 1: A diagnosis of schizophrenia will be associated with higher reported discrimination
The hypothesis that people with schizophrenia would experience higher levels of discrimination than people with other mental health diagnoses was not supported by the data. In the univariate analyses, the only diagnosis which was associated with higher levels of discrimination was personality disorder, but even this association dropped out in the regression model. This finding may indicate that discrimination is a reaction to mental illness in general and not to any specific diagnosis. This is at odds with suggestions from previous studies that people hold more stigmatizing attitudes towards people with schizophrenia than people with depression (Mann & Himmelein, 2004). It is likely that in some instances the people identified by participants as sources of discrimination were not aware of the diagnosis itself but were reacting to a more generalised awareness of a mental illness, use of mental health services, symptoms or behaviours. We did not collect additional data concerning the severity of symptoms for participants. As a result, these diagnostic labels may encompass a wide array of illness experiences and symptoms.
Hypothesis 2: Previous involuntary treatment will be associated with higher reported discrimination
Participants with no previous involuntary hospital admission reported lower levels of discrimination in our model, supporting our hypothesis. Involuntary admissions may be an indication of severity (either current or historical) of the mental health condition, which might be linked to increased levels of discrimination experience.  Previous research has found that involuntary admissions are associated with self-stigma and stigma-related stress (Rusch, 2014). The process of involuntary admission may also itself attract stigma, for example if the process of removal to hospital is observed by others such as neighbours or co-workers especially if the police are involved. People experiencing involuntary hospital admission may also experience discrimination from healthcare professionals.
Hypothesis 3: Higher levels of avoidance response to anticipated discrimination will be associated with higher reported discrimination
Both items were associated with discrimination score, suggesting that those who avoid situations due to anticipateing discrimination are also more likely to experience discrimination, again supporting the hypothesis being tested. Our data does not enable us to ascertain any causal relationship between responses to anticipated discrimination and experienced discrimination, i.e. whether people anticipate discrimination because they have experience of it, or whether they report experience of discrimination more because they are anticipating it. It should also be noted that some people may anticipate discrimination but not avoid situations as a result and this is not captured here.
Hypothesis 4: Longer time in contact with services will be associated with higher reported discrimination
The length of time since first contact with mental health services was positively correlated with higher levels of reported discrimination, again supporting the hypothesis underbeing  tested. . 
In addition to the associations found with our hypothesised variables of avoidance response to anticipated discrimination and length of time in contact with services, we found several other variables were associated with experienced discrimination. Higher discrimination scores were associated with people disagreeing with, or being unsure about, their diagnosis. This may indicate that other people’s view of the diagnosis they have been given is influenced by the way that others respond to that diagnosis, with people rejecting a diagnosis because it is seen as leaving them open to discrimination. Alternatively, behaviour influences how participants viewed the diagnosis they were given and whether they were able to accept their diagnosis. Pparticipants’ interpretation of others’ behaviour may be impacted by their own understandings of their mental health experiences and diagnosisviews about the diagnosis, including their own attitudes and beliefs about what the diagnosis means. 
In the multiple regression model, neither gender nor ethnicity were associated with the level of reported discrimination. Our findings suggest that employment status is an important variable associated with experiences of discrimination, in that those in employment or retired reported lower levels of discrimination. Previous vignette studies have also shown that being in work is a protective characteristic in relation to negative attitudes towards people with a mental illness (Perkins et al., 2009). In addition to this association, concern has previously been raised that people with mental health problems may be particularly vulnerable to job loss in times of economic difficulty (Evans-Lacko et al., 2013), therefore this may have an additional impact on discrimination experiences overall. Consistent with this finding, levels of unemployment rose in the 2011 sample compared to the two years prior to that (Corker et al., 2013) and therefore we adjusted for this variable. Further evidence that the wider economic climate may impact on reported experiences of discrimination is our finding that from 2008-12 there was a significant increase in reported discrimination with respect to welfare benefits, again after controlling for employment status (Henderson et al, 2014). It should be noted, however, that being in employment can also expose people to discrimination in the workplace. 
Strengths and limitations of the study
The size and diversity of the sample in this study has allowed us to usefully explore those factors which may have an impact on experiences of discrimination. The study is unusual in gathering information across a wide range of diagnoses and demographics. The sample is skewed towards women, and the relatively low proportion of participants from non-white backgrounds is disappointing. This bias could have affected our findings, however reweighting on these demographics made no difference to the results (Corker et al., 2013).
One potential bias introduced by the low response rate is the high representation of people with bipolar disorder and the relatively low representation of people with schizophrenia. Though comparable government data is not published on the diagnoses of those using mental health services, we would expect a higher proportion of mental health service users to have a diagnosis of schizophrenia than is shown in our sample. This could be a limitation in relation to our findings for hypothesis one. However, without comparable data this is only speculation.
The response rate is a major limitation of this study. Despite changes to the invitation pack and the introduction of vouchers as incentives to take part, the response rate remains low at 11% in 2011. There are a number of possible reasons for this low response rate. Participation required a two-step process; returning a consent form with contact details, and subsequently taking part in the interview itself. Some potential participants were lost in this process. The sampling method required identification through trust databases and then review by individual clinicians to ensure that sending an invitation pack to each individual was not likely to cause distress. This process could take up to ten months between sampling and receiving a pack. It is likely that there are errors in the initial databases, and that a proportion of potential participants had moved or changed circumstances in the interim period. We know of between 46 and 176 packs being returned in sites across the four years, and it is likely that many more were simply discarded if they did not reach the intended recipient. It is also likely that the response rate reflects the study population in that many may be experiencing periods of acute illness and are therefore less inclined to participate in an interview.
The design issues that may explain the low response rate are also the strengths of this study, and reflect an improvement over previous recruitment methods. A random sample was selected across people receiving mental health services within the year prior to the interview. Previous studies have often relied on much smaller samples or groups recruited through networks who are unlikely to be representative of the population as a whole (Corry, 2008). By using telephone interviews, interviewers could clarify questions as required and help to ensure consistency in the way that the items were understood and recorded.
Implications
Our findings have clinical and policy implications, including highlighting the importance of interventions to support employment among people with a diagnosis of mental illness. Mental health practitioners need to consider the impact of giving a diagnosis which the patient is unwilling to accept, and carefully consider how it is communicated (Milton and Mullan, 2014) as well as the impact of involuntary treatment, as both contribute to discrimination experiences. Clinicians are commonly reported as a source of discrimination and thus they and the mental health system in England have an important role in improving patients’ experiences, treatments and recovery.
Future research
Understanding these associations may require further qualitative work to be undertaken to explore the source and type of discrimination experience, and to understand how anticipation of discrimination may impact on the actual experience of it. The variables explored here explain only a limited part of the variance in experienced discrimination. Further work is therefore required to understand what additional factors may be important. Longitudinal studies may be of particular help in understanding the causal relationships between variables and to explain the association with length of time using services. The question of how employment status impacts on experiences of discrimination is an important one and should be investigated further, including considering whether employment is a protective factor in relation to discrimination, or whether experiences of discrimination reduce opportunities for employment (Webber et al, 2014).
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Table 1: Sample characteristics
		N (%)
Year of data collection	2008200920102011	537 (15.0)1047 (29.3)979 (27.3)1016 (28.4)
Region	North EastNorth WestYorkshireEast MidlandsWest MidlandsEast of EnglandSouth EastLondonMissing	356 (10)520 (14.5)642 (17.9)362 (10.1)603 (16.8)414 (11.6)303 (8.5)370 (10.3)9 (.25)
Age	MeanSDMissing	45.611.04951
Gender	MaleFemaleTransgenderMissing	1355 (37.9)2201 (61.5)10 (.3)13 (.4)
Ethnicity	WhiteNon-whiteMissing	3286 (91.8)252 (7.0)41 (1.2)
Employment 	EmployedVolunteering/training/study/OtherRetiredUnemployedMissing	964 (26.9)777 (21.8)353 (9.9)1472 (41.1)12 (.3)
Highest level of  education	Professional trainingPost-graduate degreeUnder-graduate degreeCollege/A-levelsSchool/O-levels/GCSEsOtherMissing	206 (5.8)420 (11.7)684 (19.1)909 (25.4)1118 (31.2)221 (6.2)21 (.6)
Active in religion	YesNoMissing	1275 (35.6)2293 (64.1)11 (.3)
Diagnosis	AnxietyDepressionBi-polar disorderSchizophrenia & schizo-affective disorderPersonality DisorderOtherMissing	234 (6.5)782 (21.8)1072 (30.0)526 (14.7)176 (4.9)473 (13.2)316 (8.8)
Diagnosis known	YesNoMissing	3275 (91.5)262 (7.3)42 (1.2)
Agree with diagnosis	AgreeDisagreeUnsureMissing (including diagnosis not known)	2920 (81.6)144 (4.0)219 (6.1)296 (8.3)
Find diagnosis an advantage	AdvantageNo differenceDisadvantageMissing	1917 (53.6)458 (12.8)741 (20.7)463 (12.9)
Previous involuntary admission to hospital	YesNoMissing	1286 (35.9)2279 (63.7)14 (.4)
Length of time in mental health services	MedianIQRMissing	12 5.0 – 21.05011




Table 2: Avoidance response to anticipated discrimination
		N (%)
Stopped yourself having a close personal relationship	To some extentNot at all	1646 (46.1)1921 (53.9)





Table 3: Univariate analyses
Variable	DISC score Median (IQR)	Association with DISC score
Study year                                                                                                       2008200920102011	38.46 (18.18-60)26.32 (11.11-44.44)25 (9.52-42.86)27.27 (11.76-47.21)	Χ2(3)=83.9391p<0.001
Region*                                                                                                  North EastNorth WestYorkshireEast MidlandsWest MidlandsEast of EnglandSouth EastLondon	30 (12.5-50)28.99 (12.5-47.06)25 (10.53-46.67)25 (10-45)27.78 (12.5-45)31.25 (13.33-50)27.27 (11.76-47.06)26.49 (9.52-46.67)	Χ2 (7) = 15.8071p=0.027
Age (years)		r=-0.1062 p<0.001
Gender                                                                                                            MaleFemale	25 (9.09-43.75)29.41 (13.33-50)	z=-4.7623p<0.001
Ethnicity                                                                                                         WhiteNon-White	27.27 (11.76-46.67)31.25 (13.33-55.05)	Χ2(1) = 4.2911p=0.038
Active in religion                                                                                               YesNo	27.27 (12.5-47.06)27.77 (11.76-47.06)	Χ2(1)=0.1031p=0.748
Education                                                                               Professional trainingPost-graduate degreeUnder-graduate degreeA-levelO-levelOther	31.25 (15.38-47.06)23.08 (7.69-44.44)30 (13.33-50)28.57 (12.5-46.67)26.32 (10-46.15)31.01 (13.81-50)	Χ2(5)=21.7721p<0.001
Employment                                                                                          EmployedStudy/training/volunteer/OtherRetiredUnemployed	22.22 (7.69-38.46)27.27 (12.5-47.62)22.22 (7.69-42.11)33.33 (15.38-53.85)	Χ2(4)=128.7791p<0.001

Primary diagnosis                                                                        Anxiety disordersBi-polarDepressionPersonality DisorderSchizophreniaOther	24.40 (7.69-44.44)28.99 (11.44-50)25 (11.11-43.75)43.75 (26.67-57.74)26.32 (11.76-50)26.32 (11.11-46.67)	Χ2(5)=64.3001p<0.001
Know diagnosis                                                                                                YesNo	27.78 (11.76-47.06)26.67 (12.13-48.68)	Χ2(1)=0.0131p=0.91
Agree with diagnosis                                                                                     AgreeDisagreeUnsure	26.67 (10.53-45.45)50 (22.22-71.43)36.36 (16.67-57.14)	Χ2(2)=75.401p<0.001
Diagnosis an advantage?                                                                      AdvantageNo differenceDisadvantage	25 (9.52-43.75)22.22 (8.33-43.75)37.5 (20.53-57.52)	Χ2(2)=131.4041p<0.001
Previous involuntary treatment?                                                                       Yes No	31.25 (14.29-52.94)25 (10-44.44)	Χ2(1)=36.5261p<0.001
Contact with services (Years)		r=0.0792 p<0.001
Stopped yourself having a close personal relationship 	To some extent Not at all	38.46 (21.05-55.56)20 (6.67-37.5)	Χ2(1)=363.4471p<0.001
Concealed your mental health problems from others 	To some extent Not at all	31.25 (15.38-50)16.67 (6.25-38.46)	Χ2(1)=153.9351p<0.001
* No South West region trusts were included in the first phase of the study
1 Kruskall-Wallis equality of populations rank test
2 Pairwise correlations




Table 4: Multiple regression model for factors associated with DISC
Variable	coefficient	Bootstrap S.E.	p	95% CI (Bias Corrected)	Global test of significance
Study year                                                                   2008200920102011	--8.902-8.788-6.319	-1.691.531.68	-<0.001<0.001<0.001	--12.20 to -5.53-11.75 to -5.79-9.66 to -3.11	χ2(3)=41.325, p<0.001*
Region                                                                North EastNorth WestYorkshire & HumberEast MidlandsWest MidlandsEast of EnglandLondonSouth East Coast	-1.649-0.937-0.297-1.8621.668-2.1753.236	-2.122.212.302.082.192.332.51	-0.4360.6710.8970.3700.4470.3510.198	--2.46 to 5.80-5.22 to 3.32-4.83 to 4.16-5.94 to 2.13-2.72 to 5.82-6.71 to 2.49-1.55 to 8.30	χ2(7)=10.751, p=0.150
Age: Simple effect	0.994	0.29	0.001	0.44 to 1.57	χ2(1)=11.988, p=0.001*
Age: Quadratic effect	-0.014	<0.01	<0.001	-0.02 to -0.01	χ2(1)=18.365, p<0.001*
Gender1                                                                        MaleFemale	-1.189	-0.88	-0.178	--0.53 to 2.90	χ2(1)=1.814, p=0.178
Ethnicity                                                                      WhiteNon-White	-2.879	-1.77	-0.104	--0.63 to 6.25	χ2(1)=2.638, p=0.104
Employment status                                              EmployedVolunteering/training/study/otherRetiredUnemployed	-4.4476.1648.176	-1.181.741.04	-<0.001<0.001<0.001	-2.10 to 6.732.83 to 9.616.10 to 10.21	χ2(3)=62.033, p<0.001*
Education                                      School/O-levels/GCSEs College/A-levelsUnder-graduate degreePostgraduate degreeProfessional trainingOther	-1.3372.0620.0755.0900.251	-1.121.201.391.891.82	-0.2310.0850.9570.0070.890	--0.81 to 3.55-0.19 to 4.49-2.64 to 2.811.40 to 8.91-3.19 to 3.89	χ2(5)=9.574, p=0.088
Diagnosis                                                                 Anxiety DepressionBipolar disorderSchizophrenia & schizoaffective disordersPersonality disordersOther	-0.1021.355-1.5016.3080.041	-1.661.781.992.481.87	-0.9510.4460.4500.0110.982	--3.16 to 3.32-2.07 to 4.88-5.36 to 2.391.35 to 11.15-3.67 to 3.63	χ2(5)=14.028, p=0.015
Involuntary admission                                                    YesNo	--2.134	-0.99	-0.031	--4.07 to -0.21	χ2(1)=4.645, p=0.031
Contact with services (Years)	0.171	0.04	<0.001	0.08 to 0.25	χ2(1)=15.673, p<0.001*
Diagnosis known                                                           YesNo	-14.895	-7.87	-0.058	--0.50 to 30.79	χ2(1)=3.583, p=0.058
Agree with diagnosis                                                  AgreeDisagreeUnsure	-12.1305.909	-2.611.78	-<0.0010.001	-6.98 to 17.192.42 to 9.39	χ2(2)=30.836, p<0.001*
Stopped yourself having a close personal relationship	Not at all AnticipatedAny	-11.613	-0.86	-9.93 to 13.28	-9.93	χ2(1)=183.845, p<0.001*
Concealed mental health problems from others	Not at all AnticipatedAny	-6.770	-0.91	-5.06 to 8.59	-5.06	χ2(1)=55.617, p<0.001*
S.E. = Standard Error; Global test of significance = Wald test for the association of the variable with DISCN = 2652Model summary: R2adj = 0.2082; Wald χ2(34)=809.06, p<0.0011 The 10 transgender participants were removed from the analysis due to low frequency and the high leverage on regression residuals in the model.* remains significant after Bonferroni adjustment for multiple testing (p<0.003)
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